Case report
There were 162 eyes of 136 patients, including 65 males and 71 females. The mean age was 67.3 (SD ± 12.6) years, ranging from 18 to 91 years. Topical anesthesia was achieved by drops of lidocaine hydrochloride (2%) given for three times. Clear corneal incision of 2.65 mm was made, and it was sutured only when needed. The height of balanced salt solution bottle was set around 110 cm above the eye level. The mean operation time was 22 min (SD ± 7.1), ranging from 14 to 52 min. There was no association between the duration of surgery and the pain report. Pain was reported 53 times in 30 (18.5%) operations. The source of pain could be identified in 50 (94.3%) reports (Table 1) . We found that younger patients and those with longer eyeball length reported pain more frequently (Table 2) . Overall, 26 patients had operations of two eyes separately and the mean duration was 1.7 months (1-5 months). There was no difference in the frequency of pain report between the first or second eye operation (P ¼ 0.50, sign test).
Comment
Most of the pain was reported during a smooth operation, and nearly half was reported when the anterior chamber was extended by irrigation, such as too much hydration during hydrodissection, or immediately after the infusion and before the initiation of aspiration in the stages of phacoemulsification, cortex aspiration, or viscoelastic removal. It was relieved by aspiration or lowering the height of the infusion bottle. This result suggests that adequate preoperative setting of the infusion bottle height to avoid over-extension of the anterior chamber can greatly improve the patient's comfort. Particularly in eyeballs with long axial length, whose sclera resistance is less than normal, distention of the anterior chamber is more likely. Table 1 The steps and identified sources when patients reported pain during phacoemulsification and intraocular lens implantation (n ¼ 53)
Source
Step Pain (%) I read with interest the above communication by Bhogal et al, 1 published recently in the Eye journal. The authors presented images of B scan ultrasound, correctly demonstrating choroidal effusion as the primary trigger in precipitating angle closure glaucoma in their patient. The anterior segment OCT images however failed to show the anatomical mechanism of angle closure, which, in many cases, is caused by the anterior rotation of ciliary body and most probably associated with annular ciliary body detachment. These findings would have been best illustrated by high frequency ultrasound (HFU). The value of HFU in cases of pseudophakic pupillary block and other post-operative ciliary body abnormalities was demonstrated by us in previous publications. 2, 3 Anterior segment OCT is an 'optical scan' and therefore obeys the simple optical principle of inability to penetrate through opaque media. This is the domain of ultrasound. It is tempting to use anterior segment OCT in many clinical situations, as it is noninvasive and easy to use. Anterior segment OCT produces excellent images of the cornea, anterior iris tissue, trans-pupillary lens and angle configuration. It is however inferior to HFU in imaging of the posterior iris surface, ciliary body, posterior chamber, zonules, pars plana and periphery of choroid. An excellent prospective observational case series, comparing anterior segment OCT and HFU in the imaging of anterior segment masses, tend to confirm the above assertion and was published by Pavlin et al It is reasonable to recommend to readers that whenever imaging of the ciliary body is desirable, then HFU should remain the technique of choice.
